We describe a patient who presented with acute (inferior wall) ST elevation myocardial infarction. Her echocardiogram showed severe mitral stenosis with ball valve thrombus in the left atrial body and thrombus in the left atrial appendage. Coronary angiogram revealed thromboembolic material in the right coronary artery. Mitral valve replacement was scheduled. C oronary embolization is an infrequent cause of myocardial infarction. We describe a woman with severe rheumatic mitral stenosis who presented initially as acute (inferior wall) ST elevation myocardial infarction (STEMI) due to embolism of thrombus in the left atrium.
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CASE DESCRIPTION
A 47-year-old woman presented with progressive exertional and nocturnal dyspnea of 1 year duration. She was hospitalized following a prolonged episode of retrosternal crushing pain of sudden onset on the day of admission. Examination revealed an irregularly irregular pulse at a rate of 120 beats per minute, a blood pressure of 100/70 mm Hg, respiratory rate of 14 breaths per minute, and a temperature of 36.7°C. Precordial examination revealed a tapping apical impulse, loud fi rst heart sound and pulmonary component of second heart sound, opening snap, and a long mid-diastolic rumble over the apex. Other systems were normal.
Baseline laboratory reports were normal. An electrocardiogram showed atrial fi brillation with a fast ventricular rate and about 2 mm ST segment elevation in leads II, III, and aVF (Figure 1) . A chest radiograph showed cardiomegaly with radiological signs of pulmonary arterial and venous hypertension and biatrial enlargement (Figure 2) . A transthoracic echocardiogram showed severe mitral stenosis with a mitral valve area of 0.9 cm 2 and a ball valve thrombus of 2.1 cm moving freely within the left atrium and intermittently occluding the mitral valve orifi ce (Figures 3  and 4) . Th e calculated pulmonary artery systolic pressure was 70 mm Hg. A transesophageal echocardiogram showed the left atrial appendage to be fi lled with thrombus (Figure 4d ). Coronary angiogram showed thrombolysis in myocardial infarction (TIMI) grade 4 thrombus in the mid right coronary artery, with preserved antegrade fl ow (Figure 5 ). Th ere were no atherosclerotic plaques or stenotic lesions in either the left or the right coronary systems.
Th e patient was treated conservatively with intravenous unfractionated heparin, aspirin, clopidogrel, digoxin, furosemide, and spironolactone. With the treatment, the patient experienced symptomatic relief and hemodynamic stability, and she was referred for mitral valve replacement. (2) widened carinal angle, (3) dilated right descending pulmonary artery, (4) enlarged left atrial appendage with "straightening" of the left heart border, (5) dilated left atrium with a "shadow through shadow," or "double density" appearance, and (6) Kerley B line due to interstitial pulmonary edema. Th is case demonstrates a rare and atypical presentation of acute STEMI due to coronary artery embolism in a patient with mitral stenosis. Since the fi rst postmortem description of coronary embolism was published by Virchow in 1856, several such cases have been reported in clinical and postmortem studies. Coronary embolism appears to be the most reasonable explanation for acute myocardial infarction with angiographically normal coronary arteries (1). Wenger and Bauer (2) found 11 cases of coronary artery embolism in 17,469 consecutive autopsy cases at Mount Sinai Hospital, New York, with a general necropsy incidence of 0.06%.
Mitral stenosis and acute ST elevation myocardial infarction
Mitral stenosis is a well-known cause of systemic and pulmonary embolism, and the presence of atrial fi brillation enhances this risk. Scant data are available on the incidence of coronary embolism in patients with mitral stenosis with or without associated atrial fi brillation. Mitral stenosis presenting for the fi rst time as acute STEMI is rare. In the study by Prizel et al (3), coronary artery embolic infarcts comprised 13% of the autopsy-studied infarcts. Underlying diseases predisposing to coronary emboli included valvular heart disease (40%), cardiomyopathy (29%), coronary atherosclerosis (16%), and chronic atrial fibrillation
